SUMMARY A study of the elderly living in the community and in institutional care in the Leeds Metropolitan District is outlined. Four populations of persons aged 65 and over were examined: those living in their own homes; in sheltered housing; in social services aged persons' hostels (Part III accommodation); and in hospitals. Findings on one key concept-coping ability-are discussed. Those living in their own homes were most able to cope. Many living in institutions were well able to cope in the community according to the criteria of mobility and functional ability. The relationship between age, morbidity, and coping ability were examined. Women were more likely to report the presence of a long-term illness than men. Housebound respondents in the community were twice as likely to be suffering from non-traumatic locomotor disorders, eyesight disorders, and cerebrovascular disease than respondents in the community sample taken as a whole.
Survival and age at death in Britain have both increased dramatically in this century. At present 15% of the population of England and Wales are aged 65 or over, and one in every 100 is aged 85 or over. By the year 2000, these figures will be 14% and one in 65. Policy-makers in the health and social services are becoming increasingly aware of this growing group of elderly persons and their problems, and their concern has been reflected in the policy statements and consultative documents of recent years (Department of Health and Social Security, 1976; 1977; . Much research on policy-making has been undertaken, generally descriptive, and focused on the elderly living in particular locations. Recent examples are Hunt's survey of people aged 65 and over living in the community (Hunt, 1978 ) and Abrams's study of people aged 75 and over (Abrams, 1978) . The former is a straight reporting exercise; the latter has been used to make policy statements about services for the elderly.
This study examined the elderly living in the community and in institutions. It arose from a concern over the lack of local information available for planning health and social services for the elderly in Leeds. As a first step, a problem-orientated survey was launched within the Leeds Metropolitan District, funded from joint financing available to the local authority social services from the Area Health Authority (Teaching) , to identify the needs of the elderly and the health and social services' responses.
Previous work has not taken account of the elderly in all locations. This study was focused on four possible ones-their own homes, sheltered housing, aged persons' hostels (Part III accommodation), and hospitals. The overall aim was to establish a descriptive baseline upon which further studies would be built. The intention is to evaluate alternative schemes for supporting the elderly in the community and to examine measures to prevent, for example, fracture of the neck of the femur.
The overall aims of the survey were to provide empirical data and to help formulate hypotheses for later study. The objectives were:
1. To identify the ways in which old people were living in their own homes. 2. To determine whether there were any identifiable differences between those living in the community and elsewhere. 3. To explore how health and social services affected the ability of old people to cope. The survey was intended to clarify a key concept-coping ability-so that the statement 'an elderly person can be said to be coping by the very fact that he lives in the community' could be made more specific and subjected to a functional definition. Broader questions were then explored, such as whether those in care were unable to cope in the community.
The overall concept of 'need' was defined in terms of 'coping ability'. For example, the less a person was able to copd at home, the more he or she was in need. 'Coping ability' had three components:
1. Mobility measured by the ability to get out of bed, around the house, and out of the house. 2. Functional ability measured by such activities as feeding, using the wc, and having a bath. 3. Domestic activities measured by such items as washing, cleaning, and cooking. Because of the divergent day-to-day experiences of the four samples, identical questions on these dimensions were not asked. Abilities were examined individually. Scales of mobility and functional ability were also drawn up. Accordingly, if an old person said that he was unable to get out of bed, he would be classified as having low mobility, thus implying a low ability to cope. The main survey was carried out in the period May-June 1977. The sampling frame for the 'at home' sample was the February 1977 electoral register for Leeds Metropolitan District. A one in 20 sample of householders was extracted. To each of the resulting 13 181 households a letter was sent asking if anyone in the household was aged 65 or over. Eighty-six per cent of the householders responded to this letter. A questionnaire was sent to each old person living in the household. The response rate was 68%. The other three samples were drawn from health and social service records by the relevant professionals (nurses or wardens) using random number tables. In sheltered housing a one in nine sample was drawn with a response rate of 88%. In the Part III and hospital groups a one in 10 sample was drawn, subject to the criterion that the respondent had been in such accommodation for less than two years.* In July-August 1977 a subsample of the responding 'at home' group were interviewed by health visitors as a check on the validity of the responses. A sample of non-responders was also drawn and interviewed by health visitors to determine their characteristics. The response rates were 84% and 52% respectively. Table 1 summarises the three stages of the sampling procedure.** Checks A limit of two years was fixed because of problems about the respondents being able accurately to recall life at home before admission. Separate studies need to be made of those in long-term institutional care. "In the future such a sampling frame to identify first where old people live may be unnecessary, because it is likely that a master person index will be drawn up in Leeds. (Table 3) showed that very few of the 'at home' and sheltered housing respondents required help to get out of bed-2% and 4% respectively. However, 16% of the Part III respondents, 32% of the acute hospital respondents, and 62% of the long-stay hospital respondents required assistance. Comparing the 'at home' and sheltered housing respondents, the only difference was in relation to assistance for going outside the home. Fourteen per cent of the 'at home' respondents required help compared with 30% of the sheltered housing respondents. For the Part III and the hospital respondents, the former were the more mobile and the long-stay hospital respondents the least mobile.
For functional ability (Table 4 ) a similar trend is apparent. The 'at home' sample was the most able, the hospital sample the least. Those items causing the greatest difficulty to all groups were: going up and down stairs; having a bath; and cutting nails. The long-stay hospital group experienced considerable difficulties for all items. Table 6 provides information on the help required with domestic activities for the 'at home' and sheltered housing samples. The 'at home' respondents were less likely to require assistance than the sheltered housing respondents. Cooking appeared to be the least problematic activity. Of the 'at home' sample, 38% required help with one or more domestic activity, compared with 68% of sheltered housing respondents. Table 8 provides data on the effect of long-term illnesses on coping ability, using a scale of mobility and functional ability. Items included in the scale were: whether help was needed in getting around the house, cutting nails, having a bath, going up and down stairs, and doing the shopping. The data for the Part III and hospital samples relate to the respondents' own statements concerning their activities before admission. The comparison is between the average capability for performing a task for a respondent with a chronic illness and the average capability of respondents in the whole of that sample. The debilitating effect of cerebrovascular disease was apparent. The overall coping abilities of the respondents in sheltered housing and 'at home' were more severely affected than those of respondents in hospital or Part III accommodation. t Housebound before admission to Part III or hospital care.
THE DIFFERENTIAL RESPONSE OF MALES AND FEMALES IN REPORTING LONG-TERM ILLNESS
Significantly more females than males reported that they suffered from a long-term illness (P <0.05).
This situation cannot be accounted for by a relationship with age. More females said they had been experiencing non-traumatic locomotor disorders and eyesight disorders, while a greater percentage of males in all four samples reported respiratory infections.
SUPPORT
The majority of the sheltered housing and 'at home' respondents who had to stay in bed all day were cared for by their spouses. Spouse and immediate family were the most frequently mentioned means of support. The least mobile were most frequently cared for by their spouses. Coping ability is clearly affected by many factors, and the foremost of these is the health of the old person. If an old person has a long-term illness, one would expect him or her to be less able to cope, and more likely to require, if not to be receiving, considerable help from health and social services.
A generally high rate of morbidity was observed. More than 50% of respondents from each of the four samples suffered from some form of long-term illness. Respondents with a long-term illness in the 'at home' and sheltered housing groups were less able to cope than those not suffering from a long-term illness. This was also true of the housebound respondents. The housebound were more likely to be suffering from a long-term illness. The illnesses most prevalent among the elderly occurred most frequently among the housebound. The prevalence of non-traumatic locomotor disorders in the housebound respondents was twice that in the whole 'at home' sample.
The initial survey carried out in the Leeds Metropolitan District gave limited information on how people were coping. Several issues need clarification: (1) It has long been known that females live longer than males. Females are also more likely to report that they suffer from a long-term illness. Can it then be said that male survivors are more healthy than female survivors? (2) Why are one set of respondents with a low level of coping ability living in the community and another set with a similar level of coping ability living in institutions? The answer must be, to some extent, independent of both mobility and morbidity. Socioeconomic factors and the availability of support will be significant. (3) What is the link between a person's coping ability before and after admission to an institution? This raises the question of whether the move to institutional care was desirable and appropriate, and whether it is possible to identify the medical and social events that may cause a person to become housebound, in which case it might also be possible to prevent the onset of a crisis and the resultant move to institutional care.
There is a need for a longitudinal study to try to answer these questions, to investigate the components of functional deterioration with age, and to determine alternative models of intervention and rehabilitation. The extensive morbidity and its debilitating effect can be treated in two ways. One approach would be to screen regularly for early signs and symptoms of disease from middle age upwards. Prompt medical attention and continuing care may alleviate some chronic conditions. A separate approach would be to provide assistance from both medical and social workers to the housebound. Aid could be given with medical problems and with practical problems. Additional support for the elderly person and his or her family might enable that person to remain in the community.
Conclusion
The findings on health and coping ability in the 1977 Leeds survey of the elderly confirm earlier findings.
1. Over 50% of all respondents from the four samples suffered from some form of long-term illness. The most common illness, 
